To evaluate the association of the type of hospital and of Intensive Care Unit (ICU) with the incidence of CA-AKI in critically ill patients in Spanish ICUs.
Results
Of the 34 participating hospitals, 2.9% were of Level I, 58.8% of Level II and 38.2% of Level III. Polyvalent ICUs were 27(79.5%), medical ICUs were 5(14.7%), 1(2.9%) surgical ICU and 1(2.9%) trauma ICU. In 20(58%) hospitals, preventive strategies were not available. Such strategies were available in 10.7% of the hospitals of Level I, in 18.9% of Level II and in 41.9% of the centers of Level III (p < 0.001).
The availability of protocols was significantly higher in surgical and trauma (100%) ICUs than in polyvalent (26.8%) and medical (21.8%) units. There were also significant differences in the level of the hospitals and the performed explorations: coronary angiography was the most frequent procedure in Level-I hospitals (78.6%) and in Level-II hospitals (56.7%), and computed tomography (CT)/angio-CT in Level-III hospitals (53.7%), p < 0.001.
According to the type of ICU, CT/angio-CT was the most frequent procedure in surgical (83.9%) and trauma (100%) ICUs, coronary angiography in medical ICUs (64.1%) and similar percentages of both explorations were found in polyvalent ICUs (coronary angiography in 48.4% and CT in 44.3%), p < 0.001.
However, beside such differences, the incidence of CA-AKI was independent of these variables. The incidence was 7% in Level-I hospitals, 12.8% in Level-II hospitals and 11.6% in Level-III hospitals (p > 0.005); and in 11.5% of medical ICUs, in 19.4% of surgical ICUs, in 12.2% of polyvalent units and in 3.2% of trauma ICUs (p > 0.005).
Conclusions
Although hospital level and the type of ICU suppose significant differences in the performed procedures, these variables are not related to the incidence of CA-AKI. The availability of preventive protocols was not related either to the development of CA-AKI.
